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EXECUTIVE SUMMARY 
AIM AND OVERVIEW 
The SW-fps Study was part of a broader body of research which aims to improve access to 
evidence-based psychological treatments in primary health care. Over the last decade, major 
mental health reforms in Australia, such as the Better Outcomes and Better Access programs, 
have greatly increased community access to psychological treatments through a range of 
funding models designed to support provision of psychological treatments by allied health 
providers. 
More recently, social workers, among other allied health professionals, are beginning to utilise 
the Medicare incentives to provide psychological treatments in primary mental health care, 
defined as “focused psychological strategies”. However, a recent APHCRI funded systematic 
review1 noted a lack of research concerning the effectiveness of social workers in delivering 
psychological treatments.   
The aim of this study was to evaluate the impact of training for social workers in focused 
psychological strategies. The central hypothesis was that social workers receiving the training 
for skills in focused psychological strategies would show greater improvements in competence 
in psychological skills than untrained social workers. 
METHODS 
The SW-fps Study was a randomised controlled trial designed to measure the impact of a 
mental health training intervention for social workers. The training was adapted from an 
existing focused psychological strategies training model used in general practice, where 
cognitive behavioural strategies are taught for use in brief psychological treatments for high 
prevalence mental health issues like depression and anxiety2. In addition to focused 
psychological strategies, the training covered additional topics including mental health social 
work in primary health care, logistical issues for social workers operating in private practice, 
and the use of eco-mapping as a social work psychosocial assessment tool. 
The primary outcome measure and central focus of the training was competency in cognitive 
behavioural strategies. The primary outcome was measured using videotaped standardised 
simulated consultations before and after training, and rating them using a validated scale 
called the Cognitive Therapy Scale; an approach we have successfully used in evaluating GP 
training in focussed psychological strategies3. 
The secondary outcome measure of the impact of the training was whether, with training, the 
participants reported increased confidence in applying focused psychological strategies, as 
measured by a series of Likert scales in a pre and post-training survey. 
KEY FINDINDS 
The SW-fps Study provides evidence that, with a targeted training intervention in focused 
psychological strategies, social workers can become competent at applying cognitive 
behavioural strategies.  
Consistent with the central hypothesis, the training intervention resulted in significant 
improvements in both subjective confidence and objective competence. The social work 
participants reported statistically significant increases in confidence in applying cognitive 
behavioural strategies. The results of the video-taped simulated consultations, as rated by 
blinded reviewers using the Cognitive Therapy Scale, demonstrated a substantial (and highly 
statistically significant) effect of the training on improving objectively measured competence.  
On average, those social workers who received the training intervention moved from below 
(at baseline) to above (at follow-up) the base competency threshold.  
AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 
 
7 
_________________________________________________________________________________________________
_ 
  
 
IMPLICATIONS FOR POLICY, PRACTICE AND FURTHER 
RESEARCH 
The findings of this study are highly relevant to Australian mental health reforms which fund 
social workers to deliver focused psychological strategies, and also have implications more 
broadly for social work practice worldwide, especially in primary mental health care settings. 
The significant increases in subjective confidence and objective competence amongst the 
training participants are favourable to the goal of increasing workforce participation and 
optimising allied health delivered psychological interventions in primary mental health care. 
Social workers appear to have an untapped capacity, with a base set of skills that allows them 
to competently utilise focused psychological strategies once exposed to targeted training. 
Further research is required to examine the effect of the training intervention on patient 
outcomes, and on the competence of less experienced social workers. 
 
The paradigm of the training, based on practical focused psychological strategies, creates an 
accessible skills base for social workers seeking to deliver effective brief interventions. This 
approach is complementary to the bulk of social work direct practice which requires a practical 
skills base and to the increasing opportunities for social workers in the primary mental health 
care context. This preliminary work provides a foundation to further refine social work training 
in mental health. 
DISSEMINATION OF RESULTS 
We plan to publish the randomised controlled trial in an international journal as it is believed 
to fill a gap in the literature that is of significance to evolving primary mental health care 
reforms internationally. The focus will be on the improvement in social workers subjective 
confidence and objective competence in applying cognitive behavioural strategies. We plan to 
further publicise our findings through conference presentations, a colloquium at The University 
of Melbourne, commenting in the grey literature, and providing copies of the report to policy 
makers and social work educators. 
 
THE SW-fps STUDY ADVISORY GROUP 
The SW-fps Study Advisory Group includes members from multiple professional backgrounds, 
an approach that we believe mirrors the nature of the evolving primary mental health care 
workforce in Australia:  
 Mr Gregory Armstrong, Social Worker and Research Fellow, Nossal Institute for Global 
Health, The University of Melbourne. 
 Dr Grant Blashki, Senior Research Fellow, Nossal Institute for Global Health, The University of 
Melbourne 
 Assoc Professor Lynette Joubert, School of Nursing and Social Work, The University of Melbourne 
 Professor Jane Gunn, Department of General Practice, The University of Melbourne. 
 Dr Richard Moulding, Swinburne Psychological Clinical Health and Evaluation Research 
Centre, Faculty of Life and Social Sciences, Swinburne University of Technology 
 Dr Lucio Naccarella, Australian Health Workforce Institute, The University of 
Melbourne 
 Professor Robert Bland, School of Social Work & Human Services, The University of 
Queensland 
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THE SW-fps STUDY  
BACKGROUND 
Mental health problems such as depression and anxiety are common4 and disabling, and in many instances 
are complicated by a range of life stresses such as financial, employment or housing issues5. This is 
especially the case for vulnerable populations such as lower socio-economic or marginalised groups who 
could potentially benefit from the wide array of psychosocial skills that social workers can offer, in addition 
to traditional psychological treatments.  
Over the last 8 years, mental health reforms in Australia, such as the Better Outcomes and Better Access 
programs, have greatly increased community access to psychological treatments which have been 
delivered for the most part by psychologists6 7 8 9. There remain concerns regarding service coverage and 
access to mental health services despite the introduction of these initiatives; Burgess et al10 reports that 
two thirds of people with mental health problems receive no mental health services. Not all services can be 
provided by psychologists and other specialists, and allied health professionals including social workers 
provide another option for the delivery of mental health services within the primary care setting. Social 
workers are beginning to utilise these Medicare incentives to provide focussed psychological services to 
patients referred from general practice, though in small numbers relative to psychologists and clinical 
psychologists 11.  
A key finding of the 2007 APHCRI funded stream 6 review “Optimising the Primary Mental Health Care 
Workforce” 12 was the lack of studies demonstrating the effectiveness of non-psychologist allied health 
delivered psychological treatments. Based on this, two key policy options suggested in this report were 1) 
fund targeted training in focused psychological treatments for allied health providers (including social 
workers), 2) to undertake effectiveness studies of non-psychologist allied health providers. The SW-fps 
Study was proposed as the logical next step to evaluate the impact of the training of social workers in 
focused psychological strategies13 on their competence and confidence in using cognitive behavioural skills. 
WHY SOCIAL WORKERS? 
SOCIAL WORK AND MENTAL HEALTH 
Initiatives such as the Better Outcomes and Better Access programs have provided new points 
of access to psychological care for those experiencing mental health problems, and the 
Medicare Items are available to be used by allied health professionals including accredited 
mental health social workers.  
Social workers have long been, and continue to be, an integral member of the formal mental 
health workforce14. They work in many guises, for example; mental health case management, 
psychiatric in-patient support and discharge planning, family therapy, counselling and 
psychotherapy. Additionally, social workers in various other sectors (eg health, housing, 
employment, family mediation, corrections, etc) frequently provide support and services to 
people experiencing mental health problems in the course of their everyday practice.  
Social workers typically bring an awareness of social justice to all spheres of their work 
including mental health, in addition to an understanding of the social context and social 
consequences of mental illness15 - that is, how the social environment shapes a person’s 
experience of mental illness, and how that illness impacts on the individual, family, and 
community. Social workers can also apply clinical direct practice skills in providing therapeutic 
interventions, drawing from a large body of theoretical perspectives16; for example, 
psychodynamic, narrative-based, and ecological / systems perspectives. Post-qualification 
training is available for social workers to develop expertise in particular therapeutic 
techniques, and continuing professional education is required for membership of the 
Australian Association of Social Workers17.  
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As a result of their undergraduate and postgraduate training, and the significance of the 
profession’s involvement in the mental health sector, social workers are well placed to learn 
and apply focused psychological strategies for use in primary care. The cognitive behavioural 
theories underpinning focused psychological strategies are in many ways complimentary to 
emerging themes in contemporary social work practice18. These include: a more active role for 
the client combined with a focus on skills building and empowerment, and a shift towards 
more accountable service delivery that demands the application of effective evidence-based 
practice. 
However, undergraduate and postgraduate social work training in mental health has 
historically been variable between Australian universities, with mixed capacity to teach mental 
health across schools of social work; the favoured paradigm for teaching mental health has 
often been a “critical” (eg sociology of powerlessness and deviance) rather than a clinical 
approach to practice, with minimal combination of the two19. Furthermore, during the 1990s 
the National Mental Health Strategy placed emphasis on the future of the education and 
training of the professional mental health workforce, generating momentum to establish 
competency standards for the accreditation of mental health social workers20.  
Given the expanded roles of social workers in primary care, continuing professional 
development in clinical mental health skills which are relevant and practical for the primary 
mental health care context is needed to help to ensure that social workers acquire and 
maintain skills in providing evidence-based psychological treatments in primary care settings. 
The SW-fps Study contributes to both the ongoing dialogue around mental health social 
worker competencies, and the research agenda focused on optimising the primary mental 
health care workforce. 
WHY FOCUSED PSYCHOLOGICAL STRATEGIES FOR SOCIAL 
WORK? 
Under the policy framework of the Better Access to Mental Health Care initiative, accredited 
mental health social workers are funded to provide psychological services which have been 
termed focused psychological strategies. Table 1 displays one attempt to define focused 
psychological strategies in the mental health literature21. This study has incorporated the 
development of focused psychological strategies training materials for social workers. 
Additionally, this study has provided a unique contribution to evidence-based mental health 
social work practice by examining the effectiveness of these training materials in improving 
the competence and confidence of social workers in applying cognitive behavioural 
techniques. 
Table 1 - Focused psychological strategies 
Focused psychological strategies are derived from 
evidence based psychological therapies, primarily 
cognitive behavioural therapy, and comprise: 
 Problem solving 
 Anger management 
 Exposure techniques 
 Behaviour modification 
 Activity scheduling 
 Psycho-education 
 Assertiveness training 
 Stress management 
 Interpersonal counselling 
 Motivational interviewing 
Key aspects of working with focused 
psychological strategies: 
 A focus on the here and now 
rather than past issues 
 Selection and targeting of 
discrete aspects of a problem 
area 
 No extensive formal training 
required 
 Generally applied to less 
complex presentations 
 Frequently used in 
combination with other 
therapeutic interventions 
Source: Blashki G, Judd F, Piterman L (2007) General Practice Psychiatry, Australia: McGraw-Hill Australia. 
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RECRUITING SOCIAL WORKERS FOR THE SW-fps 
STUDY 
The recruitment phase revealed a high level of interest in participating in The SW-fps Study 
amongst social work practitioners. 
We conducted recruitment during a three week period between May 11 and June 1 2009, 
disseminating a recruitment advertisement through the membership list of the Australian 
Association of Social Workers, and a special interest group called the Health Social Work 
Directors Group based within the Australian Association of Social Workers.  
Participants were required to live in Victoria for logistical reasons, have had at least one years 
experience in direct social work practice, and have an interest in mental health training. We 
had email or phone contact from 95 social workers during the recruitment period, and 
recruited the first 40 social workers who had returned a signed consent form by the closing 
date of June 1. The group of 40 included social workers working in metropolitan Melbourne 
suburbs such as Frankston, Broadmeadows, Hawthorn, and Moorabbin, and the regional 
Victorian towns of Bendigo and Barwon.    
To encourage recruitment we emphasised that training would also be offered to the control 
group after the study (waitlisted), to ensure all participants were offered the training. Our 
impression was that the greatest barrier to social worker participation in The SW-fps Study 
was apprehensiveness about being videotaped for the purpose of the study. To address this, 
the plain language statement emphasised confidentiality, secure storage of video tapes and 
data, and participant’s freedom to withdraw at any stage in the research. 
TRAINING SOCIAL WORKERS IN FOCUSED 
PSYCHOLOGICAL STRATEGIES 
The training was a 15 hour program, broken into five hour sessions delivered over three 
consecutive Wednesdays; 22 July, 29 July, and 5 August 2009. The training sessions were 
conducted by mental health practitioners, including an associate professor of social work with 
additional qualifications in clinical psychology, a social work / researcher with community 
mental health experience, and a general practitioner with mental health qualifications who has 
experience in researching and facilitating training related to focused psychological strategies. 
The training aimed to provide social workers with evidence based cognitive behavioural 
therapy skills that are adapted for brief psychological interventions in the primary mental 
health care setting. The two central components of the training were, 1) social work practice 
and logistical issues for working in primary mental health care and, 2) cognitive behavioural 
strategies for brief psychological interventions with people experiencing high prevalence 
mental health disorders such as depression and anxiety. The training was delivered with a 
focus on the context of mental health social work practice in Australia, and included specific 
training on the use of eco-mapping (a key social work tool used in psychosocial assessment).  
The training was based on evidence based educational principles and used a combination of 
learning formats; lectures, role plays, video and group discussion. A training DVD (which 
included expert interviews and brief role play examples) and workbook were specifically 
developed and produced for The SW-fps Study.  
The following topics were covered in the training: 
 Primary mental health care and the role for social work 
 Introducing focused psychological strategies 
 Eco-mapping as a social work assessment tool 
 The basic theory behind cognitive behavioural strategies 
AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE 
 
 
11 
_________________________________________________________________________________________________
_ 
  
 
 Structured problem solving 
 Activity planning 
 Sleep wake cycle 
 Slow breathing 
 Explaining cognitive behavioural therapy to a client 
 Using a cognitive behavioural therapy worksheet in practice 
 The logistics of working under the Better Access to Mental Health Care initiative 
Examples of the training workbook materials are included in Appendix 1. 
THE SW-fps RANDOMISED CONTROLLED TRIAL 
The SW-fps Study was a randomised controlled trial in social worker training in focused 
psychological strategies, and was registered with the International Standard Randomised 
Controlled Trial Register for Current Controlled Trials. The SW-fps Study is described using the 
CONSORT recommendations22 as a framework for reporting. 
INTRODUCTION 
A range of psychological treatments have been shown to be effective in treating common 
mental health problems like depression and anxiety23. 
An extensive literature review24 conducted by members of our group in 2007 (RM, GB LJ, JG) 
and funded by APHCRI found a lack of studies of the effectiveness of psychological treatments 
delivered by social workers in primary care. Building the evidence base around allied health 
delivered psychological treatments is of particular importance in light of current national policy 
reforms in Australia which allow allied health professionals (including accredited mental health 
social workers) to deliver Medicare rebated focused psychological strategies. The SW-fps 
Study sought to provide training to social workers in focused psychological strategies, and to 
evaluate the impact on their competence and confidence in using cognitive behavioural skills. 
METHODS 
PARTICIPANTS 
Participants were social workers who were required to have had at least one year experience 
in direct social work practice, and who held an interest in improving their mental health skills. 
For logistical reasons, the social workers were required to be Victorian based. 
INTERVENTION 
The training was a 15 hour program, broken into five hour sessions delivered over three 
consecutive Wednesdays; 22 July, 29 July, and 5 August 2009. Details of the training 
intervention are discussed above under the heading “Training Social Workers in Focused 
Psychological Strategies”. 
OBJECTIVES 
The objective of The SW-fps Study was to examine whether social workers who completed 
training in focused psychological strategies demonstrated greater improvements in 
competence and confidence in applying cognitive behavioural skills than untrained social 
workers.  
OUTCOMES 
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The primary outcome measure was the development of skills in applying cognitive behavioural 
strategies. The primary outcome was measured using videotaped standardised simulated 
consultations before and after training, and rating them using a validated scale called the 
Cognitive Therapy Scale (CTS)25 26 27 28. The CTS is an 11-item rating scale that can be used 
to rate audio or video-tapes of therapy sessions (or live sessions), and is a measure used in 
psychotherapy research and training programs. It is divided into two sections; (1) General 
Therapeutic Skills, (2) Conceptualisation, Strategy, and Technique. A score of 39 out of a 
maximum possible score of 66 is a considered a threshold of base competency29.   
Three actors from the Medical Education Unit at The University of Melbourne were trained to 
simulate a mildly depressed 35 year old woman experiencing a strong sense of being 
overwhelmed by a range of psychosocial problems. Participants were provided with brief 
background information on the client. Participants were instructed to assume it was their third 
consultation with the client, and that in this twenty minute session there primary task was to 
assist the client with problem solving. An unattended video camera recorded the consultation.  
Our secondary measure of the impact of the training was the participant’s rating of their 
confidence in applying focused psychological strategies, as measured by a pre and post-
training survey using a series of Likert Scales (from 0 – not at all confidence to 4 – extremely 
confident) pertaining to each of the six key focused psychological strategies covered in the 
training. 
SAMPLE SIZE 
The original grant application estimated that we would need a sample size of 28 to show a 
significant difference in mean competency scores on the Cognitive Therapy Scale between the 
control group and intervention group, with a power of 80 per cent and a significant level of 5 
per cent, assuming a standard deviation of 10.  
Alterations were made to this original assessment, and we revised our expectations to aim for 
a sample of 42 to improve the sensitivity of the study; details below. 
Based on our primary outcome measurement, we estimated that we would require a total of 
42 social workers (21 in each group) to show an effect size of an 8 point increase in the mean 
competency score on the 66 point Cognitive Therapy Scale between the intervention and 
control group, with a power of 80 per cent and significance level at 5 per cent for a two-sided 
test. We made two assumptions about our primary outcome measure based on the results of 
our previous study applying a training package on focused psychological strategies for GPs30; 
(1) we assumed a standard deviation of 9, (2) we expected a pre-training starting score on 
the CTS of approximately 33. 
RANDOMISATION – SEQUENCE GENERATION 
Once a list was obtained of the social workers who had given consent to participate in the 
study, their names were written on pieces of paper. The pieces of paper were shuffled on a 
table before being placed in a hat, and again shuffled once in the hat. The names were then 
drawn at random from the hat, allocating them alternately to intervention or control group. 
This approach was used to ensure that the control and intervention groups were similar in 
size. 
RANDOMISATION - IMPLEMENTATION 
The random allocation of participants between the control group and the intervention group 
was conducted by the research fellow coordinating the study, Mr Greg Armstrong, along with 
the principle investigator, Dr Grant Blashki, and three independent witnesses who were fellow 
employees at the Nossal Institute for Global Health. 
BLINDING (MASKING) 
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Participants and training facilitators were not blinded to the group assignment for pragmatic 
reasons.  
The two independent raters who were scoring the social worker participants based on their 
video-taped simulated consultations using the Cognitive Therapy Scale were blinded to 
whether participants were in the control group or the intervention group, and whether it was 
the participant’s first or second video-taped simulated consultation. Each simulated 
consultation video had a unique code identification known only to the research fellow.  
STATISTICAL METHODS 
Descriptive statistics were used to compare the characteristics of the control and intervention 
groups, and cross-tabulations were used to assess for statistically significant differences 
between the two groups.  
The primary outcome measure was clinical competence based on the Cognitive Therapy Scale 
(CTS). The internal consistency of the CTS was estimated using Cronbach’s Alpha. Inter-rater 
agreement was estimated using the Pearson product-moment correlation coefficient (Pearson’s 
r) and a comparison of the means of the ratings given by both video raters for each group.  
For each social worker, average scores were calculated from ratings from the two raters.  
Descriptive statistics and t-tests were used to compare the baseline and follow-up CTS scores 
between the intervention and control groups. Multiple linear regression analyses was used to 
calculate the differences in the mean competency scores at follow-up between the study 
groups, adjusted for baseline scores. Results are reported as differences in means between 
intervention and control groups for the primary outcome, together with the respective 95 per 
cent confidence intervals and two-sided p-values. In the results, we also comment on whether 
with the training, the social worker participants were able to achieve the base competency 
score of 39 on the Cognitive Therapy Scale. 
The secondary outcome measure was confidence based on subjective ratings reported by 
participants on the pre and post-training survey using a series of Likert scales (from 0 – not at 
all confidence to 4 – extremely confident) pertaining to each of the six key focused 
psychological strategies covered in the training. Descriptive statistics were used to compare the 
change in mean confidence between the control group and the intervention group. T-test 
calculations were performed on the increase in mean confidence to assess for statistical 
significance.  
For all components of the analysis, statistical significance was calculated at the 95 per cent 
level. 
RESULTS 
PARTICIPANT FLOW 
Figure 1 demonstrates the flow of participants through each stage of the study, including the 
number enrolled into the study, the numbers randomly assigned to each group, and those 
that are analysed against the primary outcome measure. An email seeking social worker 
participants was distributed to 1529 social workers through the Australian Association of Social 
Workers membership list. 95 social workers responded to the email, and the first 40 to return 
signed consent forms were consented into the study. 30 social workers completed the 
outcome measurements; both the pre and post training survey, and the pre and post video-
taped simulated consultations.   
Ten of the 40 social workers were lost between allocation and analysis; 6 from the control 
group and 4 from the intervention group. Seven participants withdrew prior to the pre-training 
survey (where socio-demographic and social work practice information was collected) and the 
baseline video-taped simulated consultation. Two participants had withdrawn after the pre-
training survey but before the pre-training video-taped simulated consultation. One participant 
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had withdrawn from the intervention group after having attended the full suite of training 
sessions, reporting illness as the reason for not attending the post-training video-taped 
simulated consultation. There is insufficient data on those lost to attrition to enable the 
conduct of intention to treat analysis. 
The SW-fps Study involved a substantial commitment from participants, with the study 
activities (eg training, video-taped simulated consultations, surveys) requiring their availability 
one morning or afternoon a week for four weeks. Reasons offered by participants who 
withdrew were invariably one of two themes; personal illness or time constraints related to 
work pressures.  
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RECRUITMENT 
We conducted recruitment during a three week period between May 11 and June 1 2009, 
disseminating a recruitment advertisement through the membership list of the Australian 
Association of Social Workers, and a special interest group called the Health Social Work 
Directors Group based within the Australian Association of Social Workers.  
We sent a plain language statement and a consent form to those who expressed interest, and 
we recruited the first 40 social workers who had returned a signed consent form by the 
closing date of June 1.  
BASELINE DATA – SAMPLE CHARACTERISTICS 
DEMOGRAPHICS AND SOCIAL WORK PRACTICE 
Table 2 - Sample characteristics: demographics 
Intervention 
(n=16) 
Control 
(n=14) 
Total  
(n=30) Demographics 
 
N (%) 
 
N (%) 
 
N (%) 
    
Age  - mean (range: 24-64) 40.5 47.4 43.8 
    
Years in social work practice – mean  
(range: 2-30) 12.1 12.8 12.4 
    
Sex    
Male 5 (31.2) 1 (7.1) 6 (20) 
Female 11 (68.8) 13 (92.9) 24 (80) 
    
Post-graduate qualifications in social work?    
Yes 3 (18.8) 2 (14.3) 5 (16.7) 
No 13 (81.2) 12 (85.7) 25 (83.3) 
    
Member AASW *?    
Yes 12 (75) 9 (64.3) 21 (70) 
No 4 (25) 5 (35.7) 9 (30) 
    
Accredited mental health social worker?    
Yes 4 (25) 2 (14.3) 6 (20) 
No 12 (75) 12 (85.7) 24 (80) 
    
Sector of current main employment?    
Community mental health 2 (12.5) 3 (21.4) 5 (16.7) 
Community health 2 (12.5) 1 (7.1) 3 (10) 
Other community / NGO 0 (0) 2 (14.3) 2 (6.7) 
Acute mental health 1 (6.2) 0 (0) 1 (3.3) 
Health / hospital (other than acute mental health) 7 (43.8) 6 (42.9) 13 (43.3) 
Private practice 2 (12.5) 2 (14.3) 4 (13.3) 
Other 2 (12.5) 0 (0) 2 (6.7) 
* AASW = Australian Association of Social Workers 
At the point of data analysis, there were a total of 30 social work participants; 16 in the 
intervention group, and 14 in the control group. Table 2 presents the demographic and social 
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work practice characteristics of the sample. Given that practically all attrition was experienced 
prior to the first survey (and the first baseline measure of competence) through which this 
information was obtained, it is not possible to sufficiently compare the sample characteristics 
displayed in Table 2 with those of the social workers who had withdrawn. 
The average age of participants was 44, and the average number of years of social work 
practice was 12.4. Eighty per cent of the sample were female, and only 16.7 per cent had 
post-graduate qualifications in social work. 70 per cent of the sample were members of the 
Australian Association of Social Workers and 20 per cent were already accredited mental 
health social workers. 43 per cent of the sample worked in health through hospitals (other 
than acute mental health).  
Notable differences between the demographic characteristics of the two groups were related 
to age and sex. The mean age of the control group was seven years older than that of the 
intervention group, yet this difference in mean age was found to be not statistically 
significant; two sample t(28), p=0.098. There was one male in the control group at follow-up 
compared to five in the intervention group, a difference that was not statistically significant 
(p=0.175, Fisher’s exact test).  
Given that 7 of the 10 participants who withdrew from the study had done so prior to the pre-
training survey, it is not possible to compare the characteristics of those who had withdrawn 
against those who had remained as participants.  
PREVIOUS TRAINING 
Table 3 presents a description of the previous training received by the study participants in 
the key strategies that are covered in the SW-fps training package. An average was taken 
from scores applied to each of the categories; no training = 0, self-taught = 1, seminar / 
workshop = 2, training during Bachelor degree = 3, post-grad training = 4. The highest level 
of training reported was in the area of psychosocial assessment; 63.3 per cent of the sample 
reported receiving previous training in psychosocial assessment during their Bachelor degree 
studies. The lowest level of training reported was in the area of sleep wake cycle 
management; 80 per cent of the sample reported receiving no previous training in this area. 
On average, participants reported similar levels of previous training in basic CBT techniques, 
activity planning, slow breathing and structured problem solving; approximately 40 per cent of 
participants reported receiving no previous training in these areas.  
Average levels of previous training were very similar between the intervention and control 
groups. The only notable differences were that the intervention group averaged slightly higher 
levels of previous training in three areas; basic CBT techniques, structured problem solving, 
and slow breathing. These differences were minor, and warranted no further analysis. 
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Table 3 - Sample characteristics: previous training in selected interventions 
Intervention 
(n=16) 
Control 
(n=14) 
 
Total 
(n=30) Previous training 
N (%) N (%) N (%) 
Basic CBT techniques - mean * 1.6 1.2 1.4 
No training 5 (31.2) 7 (50) 12 (40) 
Self taught 4 (25) 1 (7.1) 5(16.7) 
Seminar / workshop 2 (12.5) 3 (21.4) 5 (16.7) 
Training during bachelor degree 3 (18.8) 2 (14.3) 5 16.7 
Post-graduate training 2 (12.5) 1 (7.1) 3 (10) 
    
Structured Problem Solving - mean 1.8 1.2 1.5 
No training 5 (31.2) 7 (50) 12 (40) 
Self taught 1 (6.2) 1 (7.1) 2 (6.7) 
Seminar / workshop 4 (25) 3 (21.4) 7 (23.3) 
Training during bachelor degree 4 (25) 3 (21.4) 7 (23.3) 
Post-graduate training 2 (12.5) 0 (0) 2 (6.7) 
    
Slow Breathing - mean 1.3 0.9 1 
No training 5 (31.2) 7 (50) 12 (40) 
Self taught 4 (25) 3 (21.4) 7 (23.3) 
Seminar / workshop 5 (31.2) 3 (21.4) 8 (26.7) 
Training during bachelor degree 2 (12.5) 1 (7.1) 3 (10) 
Post-graduate training 0 (0) 0 (0) 0 (0) 
    
Activity Planning - mean 1.1 1.1 1.1 
No training 8 (50) 6 (42.9) 14 (46.7) 
Self taught 3 (18.8) 3 (21.4) 6 (20) 
Seminar / workshop 2 (12.5) 3 (21.4) 5 (16.7) 
Training during Bachelor degree 1 (6.2) 2 (14.3) 3 (10) 
Post-graduate training 2 (12.5) 0 (0) 2 (6.7) 
    
Psychosocial assessment - mean 2.4 2.4 2.4 
No training 2 (14.3) 1 (6.2) 3 (10) 
Self taught 1 (7.1) 4 (25) 5 (16.7) 
Seminar / workshop 1 (7.1) 0 (0) 1 (3.3) 
Training during bachelor degree 10 (71.4) 9 (56.2) 19 (63.3) 
Post-graduate training 0 (0) 2 (12.5) 2 (6.7) 
    
Sleep Wake Cycle - mean 0.3 0.3 0.3 
No training 12 (75) 12 (85.7) 24 (80) 
Self taught 3 (18.8) 1 (7.1) 4 (13.3) 
Seminar / workshop 1 (6.2) 0 (0) 1 (3.3) 
Training during bachelor degree 0 (0) 1 (7.1) 1 (3.3) 
Post-graduate training 0 (0) 0 (0) 0 (0) 
* An average was taken from scores applied to each of the categories; no training = 0, self-
taught = 1, seminar / workshop = 2, training during bachelor degree = 3, post-grad training 
= 4.  
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MEASURING SOCIAL WORKER COMPETENCE IN CBT 
STRATEGIES  
ESTIMATION OF INTER-ITEM RELIABILITY 
The reliability of a scale can vary depending on the sample with which it is applied, in this 
case, social workers. In order to estimate the internal consistency of the Cognitive Therapy 
Scale, Cronbach’s Alpha was computed for the full set of 11 items (inclusive of ratings from 
both raters). A Cronbach’s Alpha of 0.7 or above is commonly understood to indicate a reliable 
scale. The analysis was conducted separately for the intervention and control groups as 
displayed in Table 4.  
Table 4 - Inter-item reliability analysis: Cronbach's Alpha* results for the 11 items in the 
Cognitive Therapy Scale 
 Control Group
(n=14) 
Intervention Group 
(n=16) 
Total 
(n=30) 
Baseline 0.70 0.93 0.88 
Follow-up 0.81 0.95 0.94 
* A Cronbach’s Alpha of 0.7 or above indicates a reliable scale 
It is estimated that the 11 items that comprise the Cognitive Therapy Scale formed a reliable 
scale for the measurement of competency in both the control group and the intervention 
group at both baseline and follow-up measurements. All alphas were equal to or above the 
common threshold of 0.7 that indicates a reliable scale. 
ESTIMATION OF INTER-RATER RELIABILITY 
In order to estimate the inter-rater differences, statistical analysis was initially conducted to 
measure the correlations between the ratings given by the two raters. The total baseline 
competency scores given by the two raters were significantly positively correlated with 
(Pearson’s r=0.481, n=30, p=0.007). The total follow-up competency scores given by the two 
raters were also positively and significantly correlated (Pearson’s r=0.603, n=30, p<0.001). 
The correlations indicated a reasonable (but not identical) level of inter-rater agreement in 
measuring the competency of the participants at both baseline and follow-up measurements.  
The correlation analysis indicated that the raters had a similar order of the most competent to 
the least competent, but did not indicate whether the raters agreed on the level of 
competency. In order to estimate inter-rater differences further, analysis was performed on 
the mean competency scores given by the two raters, as displayed in Table 5.  
Table 5 - Mean total scores for the sum of the scale items on the Cognitive Therapy Scale, by 
individual raters 
 Group Rater Mean N 
1 24.50 14 
2 28.21 14 
Control 
   
1 30.06 16 
Baseline 
Intervention 
2 26.63 16 
 
1 30.79 14 
2 30.57 14 
Control 
   
1 50.19 16 
Follow-up 
Intervention 
2 41.38 16 
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The mean competency scores given by the two raters were quite similar, expect within the 
intervention group at follow-up. The mean competency score from rater 1 was 50.19 and the 
mean competency score from rater 2 was 41.38, indicating that on average rater 1 gave 
higher competency scores than rater 2 to the intervention group at follow-up.  
An independent t-test was performed in order to test for a statistically significant difference 
between the mean scores of the two raters given to the intervention group at follow-up. The 
difference in mean competence between the two raters (8.81) was not statistically significant; 
two sample t(30), p=0.075. 
Thus, we can be reasonably confident that the raters are using the Cognitive Therapy Scale 
reliably; their respective competency scores were correlated with moderate strength, and their 
respective mean competency scores across the groups at both baseline and follow-up were 
not statistically significantly different. It was felt justifiable to combine the ratings from the 
two raters into mean ratings for each item to be used to evaluate the impact of the training 
on the competence of the social worker participants according to the Cognitive Therapy Scale. 
CHANGE IN COMPETENCE FROM BASELINE TO FOLLOW-UP 
Table 6 displays the change in mean competence from baseline to follow-up for both the 
intervention and control groups, as rated according to the 11-item Cognitive Therapy Scale, 
with a maximum possible score of 66. These competency figures are based on the mean of 
the ratings given by the two raters (across each individual item) of the video-taped simulated 
consultations.  
Mean competence increased with statistical significance between baseline and follow-up for 
both the intervention and control groups, and this increase was seen in both components of 
the Cognitive Therapy Scale; (1) General Therapeutic Skills, (2) Conceptualisation, Strategy 
and Technique. The statistically significant increase in mean competence between baseline 
and follow-up within the control group suggests a testing effect, where the participants 
improve their scores on a repeated testing measure regardless of any intervention. Within the 
intervention group, mean competence in overall cognitive therapy skills increased by 17.44 
points out of 66 on the Cognitive Therapy Scale between baseline and follow-up. Within the 
control group, mean competence in overall cognitive therapy skills increased by 4.32 between 
baseline and follow-up. 
Table 6 – Change in mean competence* from baseline to follow-up, by group 
Intervention (n=16) Control (n=14) Competency 
 
Baseline 
 
Follow-up 
Mean 
Increase 
(p-value)* 
 
Baseline
 
Follow-up 
Mean 
Increase 
(p-value) + 
Overall cognitive 
therapy skills a 
28.34 45.78 17.44 
(p<0.001) 
26.36 30.68 4.32 
(p=0.002) 
 
Subscales 
      
General Therapeutic 
Skills b  
16.56 26.06 9.50 
(p<0.001) 
15.57 17.79 2.22 
(p=0.023) 
 
Conceptualisation, 
Strategy and 
Technique c  
 
11.78 
 
19.72 
 
7.94 
(p<0.001) 
 
10.79 
 
12.89 
 
2.10 
(p=0.034) 
* Measured by video-taped simulated consultations rated by blinded reviewers using the Cognitive Therapy Scale 
+ Paired t-test analysis of the difference in mean competence between baseline and follow-up within each group; 
df=15 for intervention group, df=13 for control group. 
a11-item scale with a maximum possible score of 66, b 6-item scale with a maximum possible score of 36, c 5-item 
scale with a maximum possible score of 30 
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On average, participants in both groups displayed increased overall competence in cognitive 
therapy between baseline and follow-up, as illustrated by Figure 2, although the increase is 
visibly substantially larger within the intervention group. The base competency threshold on 
the Cognitive Therapy Scale is 39 points. One-sample t-test analysis (two-sided) was 
performed to test whether the mean competency at follow-up in either group was statistically 
significantly larger or smaller than a threshold mean of 39. The mean competence of 45.78 
within the intervention group at follow-up was statistically significantly larger than a threshold 
mean of 39; one sample t(15), p=0.044.  The mean competence of 30.68 within the control 
group at follow-up was statistically significantly smaller than a threshold mean of 39; one 
sample t(13), p<0.001. 
Figure 2 - Change in mean competence* from baseline to follow-up, by group (error bars 
indicate standard error) 
 
Competency 
Threshold + 
* Measured by video-taped simulated consultations rated by blinded reviewers using the Cognitive Therapy Scale; 11-
item scale with a maximum possible score of 66 
+ A score of 39 out of a possible 66 on the Cognitive Therapy Scale is considered the base competency threshold 
Table 7 – Multiple linear regression analysis of the difference in mean competence at follow-
up between the intervention and control groups, adjusted for baseline competence* 
Competency Mean Difference
95% C.I p-value 
Overall cognitive therapy skills a 14.20 7.38, 21.02 <0.001 
 
Subscales 
   
General Therapeutic Skills b  7.86 3.81, 11.90 <0.001 
Conceptualisation, Strategy and 
Technique c  
6.34 2.73, 9.96 <0.001 
* Differences in mean competence, adjusted for baseline competence ratings, with respective 95% confidence 
intervals and p-values were calculated using multiple linear regression based on 16 participants in the intervention 
group and 14 in the control group. 
a11-item scale with a maximum possible score of 66, b 6-item scale with a maximum possible score of 36, c 5-item 
scale with a maximum possible score of 30 
Multiple linear regression analysis was performed (Table 7) to calculate the differences in 
mean competence at follow-up between the intervention and control groups, adjusting for 
baseline competence scores and thus accounting for a testing effect. In all three regression 
models, the increase in mean competence between baseline and follow-up was statistically 
significantly larger in the intervention group than it was in the control group. On average, 
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participants in the intervention group scored 14.2 points higher than their control group 
counterparts at follow-up, when controlling for baseline competency scores. The overall 
difference in competence at follow-up between the intervention and control group is also 
statistically significant in each of the two competency subscales. 
MEASURING SOCIAL WORKER CONFIDENCE IN USING CBT 
STRATEGIES IN PRACTICE 
On average, participants in both groups indicated higher levels of confidence at follow-up 
assessment across all strategies, as illustrated by Figure 3, although the increase is visibly 
substantially larger within the intervention group. 
Figure 3 - Change in mean confidence* ratings across all strategies from baseline to follow-
up, by group (error bars indicate standard error) 
 
* Using Likert scales, the participants were asked to rate their confidence in using focused psychological strategies 
from 0 (not at all confident) to 4 (extremely confident). 
Table 8 displays the mean confidence ratings across the six focused psychological strategies 
that were covered in the training. Using Likert scales, the participants were asked to rate their 
confidence in using focused psychological strategies from 0 (not at all confident) to 4 
(extremely confident). The strongest level of baseline confidence was expressed in relation to 
‘psychosocial assessment’; the lowest level of baseline confidence was expressed around 
‘sleep wake cycle management’.  
Within the intervention group, the mean confidence across all the focused psychological 
strategies increased by 1.38 (95 per cent C.I: 1.00, 1.77), and this difference was statistically 
significant; paired t(15), p<0.001.  
Within the intervention group, the increase in mean confidence at follow-up assessment for 
each of the focused psychological strategies was statistically significant. The largest increase 
in mean confidence within the intervention group was related to sleep wake cycle 
management (which also had the lowest baseline mean confidence), with participants 
reporting an average increase in confidence of 1.88 points on the 5–point Likert scale; paired 
t(15), p<0.001. The smallest increase in mean confidence (0.81) within the intervention group 
was related to psychosocial assessment (which also had the highest baseline mean 
confidence), and this was also statistically significant; paired t(15), p=0.003.  
Within the control group, the mean confidence across all the focused psychological strategies 
increased by 0.24 (95 per cent C.I: -0.01, 0.48), and this increase in mean was not 
statistically significant; paired t(13), p=0.055.  
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A separate independent sample t-test was performed to determine if the increase in mean 
confidence (across all interventions) reported within the intervention group was statistically 
significantly larger than the increase in mean confidence reported within the control group. 
The increase in mean confidence at follow-up found within the intervention group (1.38) was 
statistically significantly larger (95 per cent C.I: 0.70, 1.60) than the increase in mean 
confidence found within the control group (0.24); two sample t(28), p<0.001. 
Table 8 - Analysis of the difference in mean confidence* between baseline and follow-up 
across six focused psychological strategies, by group 
Intervention (n=16) Control (n=14) 
Psychological strategies  
Baseline
 
Follow-
up 
Mean 
difference
(p-value) + 
 
Baseline 
 
Follow-
up 
Mean 
difference
(p-value)* 
Basic overall skills in CBT 1.44 2.94 1.5 
(<0.001) 
1.07 1.14 0.07 
(0.671) 
Structured problem solving 1.88 3.19 1.31 
(0.001) 
1.43 1.57 0.14 
(0.5) 
Slow breathing 1.69 2.94 1.25 
(<0.001) 
1.14 1.5 0.36 
(0.019) 
Activity planning 1.63 3.19 1.56 
(<0.001) 
1.21 1.64 0.43 
(0.082) 
Psychosocial assessment 2.75 3.56 0.81 
(0.003) 
2.29 2.43 0.14 
(0.435) 
Sleep wake cycle management 0.75 2.63 1.88 
(<0.001) 
0.5 0.79 0.29 
(0.165) 
All strategies (Total) 1.69 3.07 1.38 
(<0.001)
1.27 1.51 0.24 
(0.055) 
* Using Likert scales, the participants were asked to rate their confidence in using focused psychological strategies 
from 0 (not at all confident) to 4 (extremely confident). 
+ Paired t-test analysis of the difference in mean confidence between baseline and follow-up within each group; 
df=15 for intervention group, df=13 for control group. 
DISCUSSION 
The SW-fps Study was part of a broader body of research which aims to improve access to 
evidence-based psychological treatments in primary health care. The aim of The SW-fps Study 
was to evaluate the impact of training in focused psychological strategies on the confidence 
and competence of social workers in applying cognitive behavioural strategies.  
COMPETENCE AND CONFIDENCE 
Consistent with the central hypothesis, the training intervention resulted in significant 
improvements in both subjective confidence and objective competence. The social work 
participants reported statistically significant increases in confidence (i.e. subjective 
competence) in using cognitive behavioural strategies. The results of the video-taped 
simulated consultations, as rated by blinded reviewers using the Cognitive Therapy Scale, 
have demonstrated a substantial (and highly statistically significant) effect of the training on 
improving objectively measured competence. The training resulted in statistically significant 
improvements in both sub-components of the Cognitive Therapy Scale; 1) General 
Therapeutic Skills, and 2) Conceptualisation, Strategy and Technique. 
On average, those social workers who received the training moved from being below (at 
baseline) to above (at follow-up) the base competency threshold. This research provides an 
indication that, with a short training intervention in focused psychological strategies, social 
workers can become competent at applying cognitive behavioural strategies. 
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LIMITATIONS OF THE RESEARCH 
Self selection of participants is always a limitation in these type of studies. Those social 
workers who responded to the recruitment advertisement, and were willing to undertake a 
video-taped simulated consultation, are likely to have been different to other social workers 
who didn’t respond. For instance, those social workers who participated may have been 
particularly keen and motivated to learn the strategies being taught in the training. 
Furthermore, the average age of participants was 43.8, and the average number of years of 
social work experience was 12.4. Caution is required in generalising the results to all social 
workers. 
TRAINING DVD AND WORKBOOK 
A training DVD and workbook targeted at training social workers in focused psychological 
strategies was created for The SW-fps Study, and this represents an additional and major 
outcome of this research. The training DVD included brief role-play examples and expert 
interviews discussing focused psychological strategies, various aspects of social work in 
primary mental health care, and some tips for social workers considering private practice. 
The role play examples covered the following strategies; eco-mapping (a psychosocial 
assessment tool), structured problem solving, activity planning, slow breathing, sleep wake 
cycle management, explaining cognitive behavioural therapy to a client, and utilising a 
cognitive behavioural therapy worksheet in practice. 
The training DVD and workbook represent a potentially valuable resource for training social 
workers generally as we believe that there is little available in terms of evidence-based 
training packages for social work direct practice.  
IMPLICATIONS FOR MENTAL HEALTH SOCIAL WORK EDUCATION 
AND PRACTICE 
The paradigm of the training, based on the policy terminology of focused psychological 
strategies, creates an accessible skills base for social workers seeking to deliver effective brief 
psychological strategies rather than cognitive behavioural psychotherapy (with all the 
professional boundary, training and quality implications this would entail). The training was 
positioned within a commonly accepted domain for social work practice through the eco-
systems framework, and sought to establish an integrated approach to psychosocial 
assessment and brief psychological strategies. 
Most social workers in the mental health sector work with the more severely disabling low 
prevalence disorders such as schizophrenia and bipolar disorder31. The SW-fps approach to 
training provided an opportunity for social workers to gain practical skills for working with high 
prevalence disorders such as depression and anxiety. Furthermore, the training represented a 
significant shift for social work education. Much of social work education in mental health is 
based on theoretical models rather than evidence-based skills32. Yet in direct practice, social 
workers are required to work within a skills based professional context.  
These aspects of the training complement a new professional direction for social work 
practice, with access to Medicare Items for the delivery of primary mental health care and 
greater links with the general practice management of high prevalence mental health 
problems. The high level of interest experienced during the recruitment phase demonstrated 
keenness on the part of social workers for exploring both this new field of practice and the 
approach of targeted and evidence-based clinical skills. 
This preliminary work provides a foundation to further refine social worker training in mental 
health. 
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POLICY IMPLICATIONS / FUTURE RESEARCH 
The findings of this study are highly relevant to Australian mental health reforms which fund 
social workers to deliver focused psychological strategies, and also have implications more 
broadly for mental health social work education and practice worldwide especially in primary 
mental health care settings. 
This research has provided some evidence of the ability of social workers to competently 
provide brief psychological strategies, once they have received targeted training. The research 
also provided some evidence of an increase in subjective confidence in applying cognitive 
behavioural strategies amongst the training participants. These results are favourable to the 
goal of increasing workforce participation and optimising allied health delivered interventions 
in primary mental health care. Social workers appear to have an untapped capacity, with a 
base set of skills that allows them to competently utilise focused psychological strategies once 
exposed to targeted training. 
In order to expand consumer access to social worker delivered focused psychological 
strategies, more widespread access to the training for social workers is required. Some 
possible options include; utilising the Mental Health Professionals Network, linking training to a 
program of accreditation in the Australian Association of Social Workers, implementation of 
elements of the training in undergraduate and postgraduate social work degrees, or the 
development of an online multimedia training program. These training options need to be 
further explored.  
Whilst the research indicates improvements in both subjective confidence and objective 
competence amongst those social workers who received the training, there remains a clear 
need to further examine the effect of the training on patient outcomes. Research on patient 
outcomes would provide further evidence to substantiate the efficacy of social work delivered 
focused psychological strategies. Further research may also explore the effect of this training 
on undergraduate and postgraduate social work students, who may well use these skills in a 
variety of social work contexts if not necessarily in primary mental health care. 
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UNIQUE CONTRIBUTION OF SOCIAL WORK TO 
MENTAL HEALTH
Social Context
– How does the social environment shape a persons experience of  mental illness? 
• vulnerability, family functioning, culture, gender
• employment, housing, economic well-being
Social Consequences
– How does the mental illness impact on the individual, friends, family, and 
community?
• Interface with broader issues such as child protection and domestic violence
Social Justice
– Stigma and discrimination, political freedoms and civil rights, promoting accessible 
and responsive service delivery, carer participation
Robert Bland, Noel Renouf  (2001) Social work and the mental health team, 
Australasian Psychiatry, 9(3), pp238-241.
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DIGGING DEEPER INTO OUR THOUGHTS
Core beliefs – central ideas about the self
“I am incompetent”
Intermediate beliefs – assumptions, attitudes, rules
“If I don’t understand things perfectly I am dumb”
Automatic thoughts
“This training is too hard, I’ll
never understand it”
Automatic thoughts
Intermediate beliefs
Core beliefs
Judith Beck (1995) Cognitive Therapy: Basics and Beyond, New York: The Guilford Press, 
p16.
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STRUCTURED PROBLEM SOLVING
WHEN TO USE IT
• Overwhelmed by a number of  unresolved 
problems
• Client feels they are hopeless as a result of  
inability to resolve problems
• Useful for a range of  psychosocial 
problems including health, relationship and 
work related problems
2
WHY USE IT
• Unresolved problems can exacerbate 
symptoms of  depression and anxiety
• Provides a structure for breaking 
down problems and generating 
solutions
• Can reduce stress and anxiety, and 
feelings of  hopelessness
• Client can learn problem solving skills 
that they can apply to future issues
• Fits with a strengths-based approach as 
it draws on clients own resources and 
their ideas for potential solutions
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